We sought to determine differences in the rate of successful external cephalic version (ECV) associated with maternal height, body mass index (BMI), age, and race. STUDY DESIGN: We conducted a retrospective cohort study of 18, 896 women with singleton, breech, term gestations, and examined ajog.org
an epidural, no urge to push, and stable maternal and fetal status to have a passive second stage until the urge to push is felt. Recorded times for completed cervical dilation and the start of expulsive efforts were used to calculate passive descent time. Passive descent times greater than 2 standard deviations from the mean were excluded. Passive descent was treated as a continuous independent variable in three multiple logistic regressions predicting need for cesarean delivery (CD), development of clinical chorioamnionitis, and experience of a postpartum hemorrhage (>500mL for vaginal delivery and >1000mL for CD) respectively. The models were constructed using forward/backward model building techniques. Parity, maternal age, estimated gestational age, and neonatal weight were considered as additional independent predictors. RESULTS: We identified 2,279 low-risk labors cared for between 2008 and 2018, of whom 661 spent time in passive descent. 30 women were excluded from analysis for passive descent times greater than 248 min, two standard deviations above the mean time of 83 min (N¼2,249 labors remained with passive descent times ranging from 0 to 225 min). Passive descent time was a significant predictor of maternal hemorrhage (P<0.01), chorioamnionitis (P¼0.01), and CD (P<0.01; see Table 1 ). Increasing gestational age also predicted hemorrhage (P<0.01), whereas increasing maternal age predicted cesarean delivery. Nulliparity significantly predicted hemorrhage (P<0.01) and CD (P<0.01; see Table 1 OBJECTIVE: Many toolkits designed to support vaginal birth (VB) suggest using support measures to decrease the cesarean delivery (CD) rate. We sought to evaluate the impact of multiple complementary labor support methods on the CD rate in a low risk population. STUDY DESIGN: The pregnancy, labor, and delivery outcomes for women cared for by the Certified Nurse Midwife group at a tertiary care hospital have been prospectively entered into a quality assurance database. Of these patients considered appropriate for midwifery care, all nulliparous women without an indication for cesarean delivery on presentation to labor and delivery were included in the analysis. The following complementary measures were coded for use versus non-use: labor support doulas, laboring in water (tub or shower), creation of a birth plan, and intermittent (as opposed to continuous) fetal monitoring. An index score was created to represent the use of multiple methods, ranging from 0 (non-use of all methods) to 4 (use of all methods). Two multiple logistic regression models were created to predict CD rate, one with the index score as a single predictor and one with each method treated independently. Known risk factors for CD (maternal age, estimated gestational age, and neonatal weight) as well as labor type (induced versus spontaneous, augmented versus not) and analgesia (neuraxial versus nonneuraxial/none) were also included as predictors of CD rate in each model. Forward/ backward model building was performed to select significant factors. RESULTS: We identified 2,706 low risk laborers that were cared for between 2006 and 2018. The overall cesarean delivery rate was 21.5%. Increasing maternal age, increasing gestational age at delivery, greater infant birth weight, need for induction or augmentation, and epidural use were all associated with increasing risk of cesarean delivery (P<0.01, see Table 1 for Odds Ratios). Of the interventions designed to support vaginal birth, only intermittent monitoring was individually protective (P¼0.01). However, use of multiple methods together (as represented by incremental increases in our index score) also predicted vaginal birth (P¼0.01). CONCLUSION: In a low risk population, intermittent fetal monitoring and concurrent use of multiple labor support tools may be able to lower the cesarean delivery rate.
674 Maternal characteristics associated with success of external cephalic version rates of successful ECV based on maternal height, pre-pregnancy BMI, maternal age, and maternal race. Maternal height was divided into 4-inch increments and pre-pregnancy BMI was divided into 4 sub-groups (Underweight, Normal weight, Overweight, and Obese). race was classified as White, Black, Hispanic, Asian, or American Indian/Alaska Native (AI/AN) and maternal age was categorized as less than or greater than 20 years old and less than or greater than 35 years old. Chi-square tests were employed for statistical comparisons and a p-value of less than 0.05 was used to indicate statistical significance. RESULTS: Overall in attempted ECV, we found significantly different prevalence of successful ECV in each maternal characteristic examined except for maternal age. After adjusting for confounders of interest, the strongest predictors of successful ECV were BMI (Adjusted Odds Ratio [aOR] 0.86, 95% Confidence Interval [CI] 0.83-0.89) and maternal height (aOR 1.03, 95% CI 1.02-1.05). As maternal height increases, probability of successful ECV increases, while as BMI increases probability of successful ECV decreases. Additionally, maternal race is independently associated with ECV success. When compared to White women, Black women have the lowest odds of successful ECV (aOR 0.60, 95% CI 0.53-0.69), followed by Asian women (aOR 0.71, 95% CI 0.58-0.87), then Hispanic women (aOR 0.82, 95% CI 0.75-0.90). Though the AI/AN population has the highest absolute prevalence of ECV success, after adjustment the odds became insignificant (aOR 1.20, 95% CI 0.79-1.80). CONCLUSION: Maternal BMI, height, and race are all independent predictors of ECV success and should be incorporated into potential prediction tools.
Poster Session III OBJECTIVE: Trial of labor after cesarean section is considered relatively contraindicated for macrosomic fetuses. No recommendation exists concerning fetuses who are estimated large for gestational age ( 90 th percentile). The aim of this study was to evaluate obstetrical outcome of vaginal delivery after cesarean section in women with and without large estimation of fetal weight. STUDY DESIGN: A retrospective cohort study of all pregnant women admitted to a single tertiary care center between January 2012 to July 2017 for trial of vaginal birth after cesarean section. Inclusion criteria included singleton pregnancy, gestational age 37 and large estimation of fetal weight ( 90% percentile). Women with multiple gestation pregnancy, 2 cesarean section, non-vertex presentation, intrauterine fetal demise or maternal indication for cesarean section were excluded. Primary outcome was defined as the rate of successful vaginal delivery. RESULTS: Out of 34,897 women that gave birth in our center, 1949 (5.58%) met inclusion criteria, of them 78 (4%) women with large estimation of fetal weight (study group) and 1871(96%) controls. Women in the study group were older (35 vs. 33; p¼0.004), with higher Body Mass Index (30.9 vs.27.5; p¼0.001) and higher gravidity (4 vs. 3; p¼0.001) compared to the controls. The median glucose concentration of GCT performed during weeks 24-28 of gestation was 105 (IQR 89-127) vs.106 (IQR 91-121) mg/dl for the study group and controls, respectively (p¼0.97). Gestational diabetes was diagnosed in 12.5% of the women in the study group compared to 14.9% of the controls (p¼0.676). The median gestational week at delivery was 39.3 for both groups. The median fetal weight was higher in the study group as expected [3887g (IQR 3718-4073) vs. 3275g (IQR 2995-3545) ]. 1506 (80.5%) of the women in the control group had successful vaginal delivery compared to 55(70.5%) women in the study group (p¼ 0.031), with no significant difference in the rate of 3 rd /4 th degree perineal tear, shoulder dystocia or need for blood transfusion. The rate of post-partum hemorrhage was significantly higher in the study group compared to controls (7.7% vs.1.7%; p¼0.001). Among women who delivered by cesarean section there was no difference in the rate of scar dehiscence or uterine rupture.
CONCLUSION:
Trial of labor after cesarean section in the presence of estimated large fetus for gestational age can be considered taking in account a higher incidence of post-partum hemorrhage. OBJECTIVE: Previous publication show that glucose supplementation could reduce the labor duration in induced women with a favorable cervix. No study has assessed the impact of glucose supplementation among women with an unfavorable cervix induced using cervical ripening, who have, nonetheless, more frequent prolonged labor. The purpose of our study was to implement a protocol of glucose supplementation for induced women with an unfavorable cervix and to assess its impact on labor duration. STUDY DESIGN: The protocol implemented in November 2017, consisted on a glucose supplementation by 5% dextrose at 125 mL/h in adjunction with Ringer Lactate, for women with an unfavorable cervix induced using dinoprostone gel. All women with a singleton, term, cephalic fetus, between June 2017 and May 2018 were included (period A "before glucose protocol": 06/2017 to 10/2017 and period B "after glucose protocol" to 12/2017 to 05/2018) except for women with preeclampsia, diabetes and renal failure who did not receive the intervention. The primary outcome was duration between administration of dinoprostone gel and delivery. The secondary outcomes were the mode of delivery, the rate of postpartum hemorrhage and neonatal outcomes. These outcomes were compared between period A and B. For labor durations, Kaplan-Meier method was used to estimate the median time to delivery. RESULTS: One hundred and sixteen women were included in period A and 123 in period B. Characteristics of women and characteristics of induction were similar between the 2 periods. Median Bishop score at dinoprostone gel was 3, interquartile (IQ) (2-4) in the 2 periods (p¼ 0.462). The median duration between dinoprostone gel and delivery was not significantly different between the 2 periods (13.2 hours IQ(9.1-18.6) versus 13.6 hours IQ(9.3-18.3), p¼0.671).
The Kaplan-Meier analysis demonstrated that patients receiving glucose supplementation did not deliver faster than the women in period A (figure). The secondary outcomes were no significantly different between the two groups. CONCLUSION: Glucose supplementation administrated to women with an unfavorable cervix induced using dinoprostone gel does not seem to reduce labor duration. Maternal and neonatal outcomes were similar before and after implementation of the protocol.
